remaining fistulw, have healed. The specimen shows that not only are all coats of the urethra invaded with fibrous tissue, but also the corpus spongiosum at the site, wbich indicates that an incision made by internal urethrotomy could not cut through the depths of fibrous tissue to healthy tissue, and so such an operation would be doomed to failure.
Mr. JOCELYN SWAN: Was there mnuch difficulty in bringing the two ends of the urethra together after the removal of such a large portion of the urethra?
Mr. MILLIGAN (in reply): There was not much difficulty, because the corpus spongiosum with the urethra was dissected off the corpora cavernosa for a long distance before union was attempted, and the penis was very large and stretched owing to the elephantiasis. S., a married man (grocer's assistant), aged 63, attended the Out-patients' Department of St. Mark's Hospital, on February 28, 1929, complaining of painful, prolapsed, and cedematous bleeding piles. He did not complain of any urinary symptoms but said that he had been in the habit of rising once or twice at night to empty his bladder and that there had been a little difficulty during the last twelve months in initiating micturition.
Spontaneous
On examination, the haemorrhoids were found to be thrombosed and ulcerated, the rectum was empty and normal and the prostate small, soft, and regular in shape.
He was admitted as an urgency case. On the fourth night after admission he complained of difficulty in emptying his bladder, and catheterization was necessary, 18 oz. of urine being withdrawn. Two nights later it was necessary to catheterize him again. The urine appeared normal, giving no evidence of cystitis or any hwemorrhage. On the tenth day the bowels were not opened in the morning but at noon the patient left the ward and walked into the lavatories.
Whilst on the water. closet he passed a little urine and tried to open the bowels; he then suddenly felt faint but had no pain. He immediately walked back into the ward, a distance of five yards, and collapsed in the doorway, being caught by a patient who was just leaving the ward. He was immediately put to bed with hot-water bottles, and a hypodermic injection of strychnine was given.
On examination a few minutes later, he was found to be cold and cyanosed, with rapid, shallow respirations and a weak, rapid pulse. He was quite conscious and free from pain or anxiety, complaining only of shortness of breath and a feeling of faintness. The abdomen moved freely on respiration but appeared somewhat full in the flanks, though shifting dullness could not be elicited. On palpation it was perfectly soft and there was a little tenderness in the right hypochondrium and, on deep palpation, above the pelvic brim. The chest was examined, pulmonary embolism being suspected, but nothing abnormal was discovered.
Rectal examination revealed tenderness in the pouch of Douglas and, in view of the circumstances and the findings, it was decided to catheterize him. A catheter was passed without difficulty and a large quantity of clear urine withdrawn. After 18 oz. had been obtained, the urine was tinged with blood, which became progres §lvely more evident until pure blood dropped out of the catheter, which was then left in the bladder.
The abdomen was opened three hours after the onset of symptoms, and at that time the patient was still shocked, but now he had definite abdominal pain, without rigidity but with general tenderness, more pronounced in the right hypochondrium and in the right iliac fossa, the clinical picture being not unlike that of a perforated duodenal ulcer. A cystoscopy was first attempted, and it was found possible to wash out a large amount of blood-stained fluid, but as it was soon evident that it would be impossible to get the bladder contents clear enough, the attempt was; abandoned.
On opening the peritoneum, the abdomen was found to be full of blood-stained urine, and all the perivesical tissues were infiltrated with blood and urine, more extensively on the right side than on the left. There was a large tear 3 in. long in the right postero-superior quadrant of the bladder, which it was impossible to suture from the peritoneal aspect.
The bladder, therefore, was opened anteriorly and the tear sutured from within. The abdomen was closed, drainage tubes being left in the peritoneal cavity, the bladder, and the space of Retzius. The patient rallied considerably after the operation, but died five days later from uraemia. Histological examination shows no pronounced muscular weakness of the bladder wall.
In most of the published cases of rupture of the bladder, the rupture is due to definite trauma. In very few is it in any sense spontaneous. This case presents a fairly typical picture, but is interesting in that the rupture occurred in a distended bladder during straining at stool, and because the patient experienced no pain until two hours later. This absence of pain is unusual, but the previously distended bladder, the pronounced shock and collapse and the onset later of general abdominal tenderness are typical of this type of acute abdominal crisis.
[I have to thank Dr. Cuthbert Dukes for the histological report and for kindly mounting the specimen.] Specimen of Stone from Bladder.-RALPH THOMPSON, Ch.M.-This peculiarly shaped stone is from a bladder which was the subject of ectopia vesicee, and had been sewn up, with successful results. The patient, a male, had a sound bladder, but had no control over the flow of urine. I transplanted the rectus, but the result was only fair. Eventually a stone developed in the bladder.
The main mass of the stone, which is globular in shape, lay in the artificiallyformed bladder, but the lower part, which is pyriform, projected into the perineum in front of the scrotum. I cut down on the projection and removed the stone by this route. Between the main mass and the pyriform perineal end of the stone there is a constriction, and I suggest that this part lay in the beginning of a normal urethra, with all the musculature of the neck of the bladder complete. Some of the Members of this Section will know that the groove on the dorsum of the penis in these cases of ectopia vesicae is not recognized bv me as the urethra at all. Now for the reason for showing this stone: A case of epispadias was sent to me by Mr. Macdonald from the West London Hospital. Mr. J. G. Pardoe had operated upon the patient, and a dorsal communication between the bladder and the end of the penis had been made, but there was no control over micturition. Bearing in mind this present specimen, I decided to cut down in the perineum. A metal bougie was. passed into the bladder through the tunnel made by Mr. Pardoe, and when the point was in the bladder it was turned round so as to project into the perineumn as far forward as possible, but still rather in the scrotal, than the perineal, region. I cut. down on the point of the bougie, and found a perfect dartos muscle, a fine bulb, and a good ejaculator urinae muscle. The incision exposed a urethra projecting downwards, with apparently a normal prostatic portion, and all that was needed was to join the mucous membrane to the skin. This was done, and laterthe epispadias tunnel was ligatured subcutaneously, and the boy had practically complete, control over the flow of urine, being able to hold his water for three hours at a time.
Tumour Removed from a Child's Bladder.-H.-P. WINSBURY WHITE,.
F.R.C.S.-This tumour is a sarcoma, and I excised it from the bladder of a child aged 1 year and 10 months. In its fresh state the growth was a little over 3 in.
